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Y 000] Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 4/21/10. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for 7 Residential Facility for
Group beds for elderly and disabled person
and/or persons with mental illness. The census
at the time of the survey was 6. Six resident files
were reviewed and 3 employee files were
reviewed.

The facility received a grade of A.

Y 321| 449.220(2)(a)(b) Bedroom Doors - Single Motion Y 321
SS=F| Locks

NAC 449.220

2. A bedroom door must not be equipped with a
deadbolt lock or chain stop unless the door opens
directly to the outside of the facility. The doors of
a bedroom and the doors of the closets in the
bedroom may be equipped with locks for use by
residents if:

(a) The doors may be unlocked with a single
motion from inside the bedroom or closet without
the use of a key.

(b) The doors of the bedrooms may be unlocked
from outside the room and the keys are readily
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NAC 449.222

6. Bathroom doors that are equipped with locks
must open with a single motion from the inside
without the use of a key. If a key is required to
open a lock from outside the bathroom, the key
must be readily available at all times.

This Regulation is not met as evidenced by:
Based on observation on 4/21/10, the facility did
not ensure the locks on 2 of 2 bathroom doors
could be opened with a single motion.

This regulation is not met as evidenced by:

The Bathroom next to the family room and

bathroom next to laundry room did not have
single motion locks.

Severity: 2 Scope: 3
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Y 321 | Continued From page 1 Y 321
available at all times.
This Regulation is not met as evidenced by:
Based on observation on 4/21/10, the facility
failed to ensure the locks on 4 of 6 bedroom
doors could be opened with a single motion.
This regulation is not met as evidenced by
Bedroom's #1, 3, 6, and 5 were not equipped with
single motion lock's.
Severity: 2 Scope: 3
Y 356/ 449.222(6) Bathrooms and Toilet Facilities Y 356
SS=F
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